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Patient Application
PATIENT INFORMATION
LAST NAME FIRST NAME NICKNAME SS# SEX BIRTHDATE AGE

MAILING ADDRESS CITY STATE ZIP HOME PHONE

SCHOOL (IF STUDENT) SINGLE                 SEPARATED
MARRIED             DIVORCED

CHILDREN

#________

OCCUPATION CELL PHONE

E-MAIL ADDRESS WHO MAY WE THANK FOR REFERRING YOU?

RELATED PATIENT WHO ARE OR HAVE BEEN UNDER CARE IN OUR OFFICE?

EMERGENCY CONTACT INFORMATION

CONTACT PERSON IN CASE OF EMERGENCY

PHONE NUMBER RELATIONSHIP

Would you like to receive TEXT reminders for your appointments? YES                   NO

Stress History:
Is this condition due to a current work OR motor vehicle related accident? NO YES   (Please see front desk)

A. The vast majority of our patients have experience dozens of impacts that could contribute to
how you may be feeling today. Help us understand your history.
1. How many total auto accidents have you been involved in? (Please Circle)

5+ 3-4 1-2 Motorcycle Accidents? YES NO

2. Which of the following sports have you been involved in? (Please Circle)
Football Basketball Soccer Hockey Gymnastics Horseback Riding
Martial Arts Rollerblading Other: __________________________________________

3. Have you ever….(Please Check) fallen down stairs slipped on ice or snow
had a stress or strain while working sports injury

4. Do you….(Please Check) sit more than 4 hours per day drive more than 2 hours per day
5. Are you a…(Please Check) computer operator assembly line worker truck driver

construction worker single or working parent

Reason for Visit: Date Symptom Started:

1.__________________________________________________________ _____________

2.__________________________________________________________ _____________

HOW did your symptoms begin? _______________________________________________________________

What makes it better?________________________________________________________________________

What makes it worse?________________________________________________________________________

When did you last see a chiropractor? __________________________ DR: ________________

Have you been treated by a physician for any health condition in the last year?   Yes     No

Accident (Job/Auto) & Surgery History:
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Job     Auto     Other     1.__________________________________________ Date:_________________

Job     Auto     Other     2.__________________________________________ Date:_________________

Job     Auto     Other     3.__________________________________________ Date:_________________

Patient Health History:
Height:_________ Weight:__________ Do you smoke? Yes No Drink alcohol? Yes No

CurrentMedications/Vitamins/Herbs/Minerals:_______________________________________________________

Any Allergies: _______________________________________________________________________________

Have you ever had a metal implant?     Yes      No

Medical/Family History (circle any that apply) S=Self     M=Mother     F=Father

S   M   F   AIDS
S   M   F   anemia
S   M   F   arthritis
S   M   F   asthma
S   M   F   back pain
S   M   F   bladder trouble
S   M   F   bone fracture
S   M   F   cancer
S   M   F   chest pain

S   M   F   concussion
S   M   F   convulsions
S   M   F   diabetes
S   M   F   epilepsy
S   M   F   headaches
S   M   F   heart trouble
S   M   F   high blood pressure
S   M   F   HIV/ARC
S   M   F   indigestion

S   M   F   kidney disorder
S   M   F   menstrual cramps
S   M   F   multiple sclerosis
S   M   F   muscular dystrophy
S   M   F   neck pain
S   M   F   nervousness
S   M   F   poor circulation
S   M   F   reproductive disorder
S   M   F   sinus trouble

Acknowledgements: To set clear expectations, improve communications and help you get the best results in the shortest amount of

time, please read each statement and initial your agreement.

Initials
_______

I instruct the chiropractor to deliver the care that, in his or her professional judgment, can best help me in
the restoration of my health. I also understand that the chiropractic care offered in this practice is based on
the best available evidence and designed to reduce or correct vertebral subluxation. Chiropractic is a
separate and distinct healing art from medicine and does not proclaim to cure any disease or entity.

Initials
_______

I may request a copy of the privacy Policy and understand it describes how my personal health information is
protected and released on my behalf for seeking reimbursement from any involved third parties.

Initials
_______

I realize that an X-ray examination may be hazardous to an unborn child and I certify that to the best of my

knowledge I am not pregnant. Date of last menstrual period (MM/DD/YYYY): _____________

Initials
_______

I grant permissions to be called to confirm or reschedule an appointment and to be sent occasional cards,
letters, emails or health information to me as an extension of my care in this office.

Initials
_______

I understand that any insurance I may have is an agreement between the carrier and me and that I am
responsible for the payment of any covered or non-covered services I receive.

Initials
_______

Per office policy, we take photos of each patient for their file. These are for office use only. Occasionally,
other photos may be taken in our office, such as contest winners and for use on the Chiro Kids wall or social
media.
___ I give permission to use these other photos for use in the office or social media.
___ I do not give permission for use of these other photos.

Initials
_______

If you miss an appointment without calling ahead of time to cancel or reschedule, there will be a $25 no-call,
no-show fee applied to your account.
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Initials
_______

To the best of my ability, the information I have supplied is complete and truthful. I have not misrepresented
the presence, severity or cause of my health concern.

Patient’s Signature:_________________________________________ Date:______________

Notice of Privacy Practices Acknowledgement & Authorization

I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have certain rights to privacy
regarding my protected health information. I acknowledge that I have received or have been given the opportunity to
receive a copy of Advanced Family Chiropractic Notice of Privacy Practices (NPP). I also understand that this practice has
the right to change its Notice of Privacy Practices and that I may contact the practice at any time to obtain a current copy
of the Notice of Privacy Practices.

_____________________________________________________ __________________________

Patient Name (print) Patient’s Date of Birth

_____________________________________________________ _____________________________

Patient Signature Date

PHI Use and Disclosure Authorization

If you wish to have your medical or billing information released to family members you must fill out the information and sign below. I
hereby authorize Advanced Family Chiropractic disclosure of my individually identifiable health information to the
individuals listed:

Name: ________________________________________Phone: ______________________________

Name: ________________________________________Phone: ______________________________

Authorization to:

❑ Disclose treatment plans and test results

❑ Billing information including statement balances

❑ Past and future Appointments

❑ Receive phone messages and/or email regarding appointments or test results

❑ Other ________________________________________________________________________

We have permission to (please check all that apply):

❑ Leave messages on home phone or with household members

❑ Leave messages on work phone

❑ Leave messages on cell phone

❑ Confirm appointments by phone or text

This authorization is effective through (check one):

❑ ____ /____ /____
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❑ NO EXPIRATION unless revoked or terminated by the patient or the patient’s personal representative

I understand that I may revoke this authorization to disclose information at any time by notifying AFC in writing
(Termination of Disclosure Form provided on request). If I choose to do so, I am aware that my revocation will not affect
any actions taken by AFC until the termination request is received in writing and processed.

____________________________________________________ __________________________

Patient Name (print) Patient’s Date of Birth

_____________________________________________________ __________________________

Patient Signature Date

Financial Agreement Health Insurance
We would like to take a moment to welcome you to our office and assure you that you will receive the very best of care
available for your condition. In order to familiarize you with the financial policy of this office we would like to explain
how your medical bills will be handled.

Explanation of Insurance Coverage:
Many insurance policies do not cover chiropractic care and this office makes no representation that yours does.
Insurance policies may vary greatly in terms of deductible and percentage of coverage for chiropractic care. Because of
the variance from one insurance policy to another, we require that you, the patient, be personally responsible for the
payment of your deductible, as well as any unpaid balances in this office. We will do our best to verify your insurance
coverage, and will bill your insurance in a timely manner as a courtesy to you. A quote of benefits and/or authorization
does not guarantee payment or verify eligibility. Payment of benefits are subject to all terms, conditions, limitations,
and exclusions of the member's contract at time of service

Payment Arrangements:
We require that you pay your co-pay or estimated coinsurance at time of service. Any remaining portion of the bill is
expected to be paid when payments are received from your insurance carrier. Any unpaid balances will be considered
past due 30 days following insurance reimbursement. Past due balances may have an interest charge of 3% applied per
month. If you have a specific contracted amount for copayment that amount is due at the time of service.

Our office participates in an Auto-Debit program for collecting of all copays, coinsurances and balance. An authorization
form will be required to be filled out in the office.

Assignment of Benefits:
By signing this form you are authorizing payment of medical benefits will be made directly to this office. If your insurance
carrier sends payment to you for services incurred in this office, you agree to send or bring those payments to this office
upon receipt. However if you pay for your visits in full the assignment will not be reported by this provider and any
payment will be sent directly to you.

Release of Information:
If your insurance company requires medical reports or records to document your treatment or progress, your signature
below authorizes this office to release the medical information necessary to process your claim.

Voluntary Termination of Care:
If you suspend or terminate your care at any time, your portion of all charges for professional services is immediately due
and payable to this office. All services rendered at this office are charged directly to you, and you, ultimately will be
personally responsible for payment regardless of your insurance coverage.
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We hope this answers any questions you might have concerning the financial policy of this office. Once again we
welcome you to our office, and will be glad to answer any further questions you may have.

*When signing up for the Auto-Debit pogrom if there is a balance remaining on your account after the 5th of the
month, your card will be automatically ran for any balance on your account up to $50.00 or the amount elected on
your authorization form.

I have read and agree to the above.

_____________________________________________________ _________________________________
Signature Date


